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The following common abbreviations are usad
throughout this dooument;

ADLs - activities of daily [Iving

CAA(8) - care area summary(las)

GNA « certifted nursing assistant

DON « director of nursing

LPN-Heensed practisal nurse

MAR(s) -medication administration racord(s)
MDS - Minimum Data Set

mg - milligram

pm - a8 needad

RN - ragistared nurse

Less commeonly used abbraviations will be
annotated i each deficiency where uged,

F 167} 483.10(g)(1) RIGHT TO SURVEY RESULTS - F 167

g5ep | READILY ACCESSIBLE
The facility will ensure that the most

A rasident has the ”ght 10 examing the results of recent results of the state survey and
the most recant survey of the facility conductad by the plan of correction. This will be
Faderal or State surveyors and any plan of accomplished by:

carrection in effect with respect to the facility. A. The facility will post results and plan

The facliity must make the results avallabie for the day that the plan has been accepted
examination and must post in a place readily by Wyoming Department of health.
accessible o rasidents and must post a notloa of B. Clerical staff educated on posting the
thair availability. most current state survey on August 30, 8/30/14
2012. Clerical staff will audlt following
each state survey beginning with the stat
. . survey dated July 23" - 26th and

g;u_(s REQUIREMENT s not met as evidencad reported quarterly to QA for six

Based on observation and staff interview, the months.
facility failed o ansure the most recent survey
resuits were made avallable to residents and the
public. The findings were;

Observation on 7/23/12 at 5:30 PM revealed a

LABORATO YE'}IRE(‘ZISR’S OR PRO@E‘I} PPLIER REPRESENTATIVE'S SIBNATURE TITLE (Xﬁ_) DATE
"-/..? o 1 . - - -
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Any deilﬁl&ncy statement anding with an asterisk (*) denolas a deficiancy which the instlutfon may be excusad from carrenting providing It is detarmined that
othei safeguards provide sufficlont protection o the patfents, (Sea instiuctlons,) Except for nursing homes, the findings stated abova are disclosabla 90 days
killowing the dale of stirvey whother orhot a plan of coweetion la provided, For nurtiing homes, the above ﬂndinc?s and plans of corraction sre disclogable 14
days following the date these dactments ara made avallabla to the faoiflty, If deficiancles are clted, an approved plan of corraction is requisite to continued

program participation,
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a. Review of the July 2012 MAR showed
"Pepta-Bismol at hedside FYI [for your
information].” Further review faited to show a
tathod of tracklhg the frequency the madication
was talien by the resident or the dose sthe

and the “Checklist” will be completed
on September 5, 2012

GOSHEN CARE GENTER TORRINGTON, WY 82240
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F 187 | Continued From page 1 F 1687
copy of the recatification survey dated Aprit 2011
was posted In the [obby by the administraiive
offices. Interview with the administrator on
7124112 at 2 PM confirmed another recertification
survey had been completed in December 2041
but had never been made avallabte for resident
and public review,
F 176 | 483.10(h) RESIDENT SELF-ADMINISTER F 176
as=D | DRUGS IF DEEMED SAFE
An individual resident may seif-administer drugs if The factlity will ensute that residents
the interdiscipiinary team, as defined by will not self administer medications,
§403.20{d)(2)(In, has determined tha this until the interdisciplinary team has
practice 18 safe. determined that this is a safe practice,
This will be accomplished by:
. A, Resident # 68 and #92 have had no ill
l“;l'ls REQUIREMENT is not met ag eviklenced effects noted from self administration of
. medication, “Criterla Checklist for Self
Rased on obsetvafion, staff intetview, medical S A
record review, and review of the facility's noficies Administration of Medication” has been
and procedures, the facility failad to ensure 2 of 2 completed on both residents on 7/26/12.
resldents (#68, #92) obaerved to aself-administer Staff believe that both residents are not
medications were assessed as safa for capable of taking histher own medication,
solf-administration. The findings were: and are no longer administering own
medications.
1. Observation on 7/23/12 at 8 F’M showed B. “Criteria Checklist for Self
sample resident #68 had a key around hisher Adininistration of Medication” form will
nock. The resident demonstratad the key be completed and reviewed by the
unlocked hisfher bedside table which oontained i P’ fnam ¢ ved oy
Pepto-Blsmol, Review of the 7/20/12 physician iterdisciplinary team prior o aiy
oiders showed the resident “may have resident self admlmsteri’ng medication,
Peplo-Blsmol at bedside.” The following concems C. Education to the nursing staff on ;
wera identified; Self Administration of Medication o8t
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salf-administared.

b. Review of the medioal record showed ne
evidence the resident wae evaluated for
self-administration of medications. In an interview
on 7126/12 at 10:25 AM, the DON statad an
avaluation had not been complsted pricrto the
resident recealving the medication at the badside,

¢. Review of the "Criterla Checkllst for
Self-Adminlstration of Medication” completad on
712612 and received by the surveyor at 1415 AM
showed staff did not belleve the resldent was
capable of taking his/her own medication,

2. Observation on 7/23/12 at 5:20 PM showed
non-sample resident #92 had a white pllf sitting
next to him/her on the dining room table In the
main dining area. Further cbservation revealed
no licensed hurse was present In the area.
Interview with ihe resident at that fime showed
afhe did not know the name of the medication or
what the pill was for. The following concerns were
identified:

a. interview on 7/24712 at 11:46 AM with LPN
#3 ravealed the medication was left with the
resident to talce whonh s/he started eating.

b. Review of the madical record failed to
show documentation the resident had been
eveluated for self-administration of madication,
On 7/26/12 at 10:25 AM, the DON stated an
evaluation for self-administration of medications
had net been completed,

. Raview of the "Criteria Checkiist for
Self-Administration of Medlcation" completed an
7126112 and recelved by the surveyor at 11156 AM
showed staff did hot belleve ths resident was
capable of taking his/her own medication, In
additior, the checklist showed the regident had
diagnases to Include dementia and poor vision,

G RE GENT
QEHEN A HNTER TORRINGTON, WY 82240
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D. Checklist will be completed on any
resident that wishes to self administer,
and will self administer medications
only if appropriate.

E. Goshen Care Center Nurse
Managers will obsetrve 25 mmedication
passes monthly and reported at QA
quarterly for six months,
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agitated when sthe could not underatand or
aomply with the request, On 7/23/12 during an
interview at 3:20 PM, a family member statad the
resident was walking Independently af homae prier
to admission in June 2012, Obsarvation at 5:50
PM that evening showed the rosident was

GOSHEN CARE CENTER TORRINGTON, WY 82240
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F 175 Continued From page 3 F 176
3. Raview of the undated polley and procedurs for
self-administration of madications showed the
nuree was to complste the form, "Criteria
Checkllst for Self-Administration of Medleation,"
to detarmine If the regident was ollglble for
self-administration. The form wae {hen presented
to the Interdisciplinary Care Team for the final
decision. Tha result of the review was to be
placed in the resident's chart.

F 221 483.43(s) RIGHT TO BE FREE FROM F 221

$8=0 | PHYSICAL RESTRAINTS
The resident has the right to be free from any
physloal restraints Imposed for purposes of
d'wtiﬁ::“e °r|g°"‘t"|e"’5"(ﬁev f‘”d n(;t required to The facility will ensure that all residents
treat the rasidents medical symploms. are free from any physical restraints

imposed for purposes of discipline or

This REQUIREMENT Is not met as evidencad convenienice, and not required to treat
by: the resident’s medical symptoms.
Basad on observation, medical record review, This will be accomplished by:
and family and staff interview, the facility failed to A. Resident #82 will have a
identily, assess, and cara plan the use of a comprehensive assessment completed
recllt?lng cl;ai; as;“ a mstrqmé for 1 qf 17 sampie by September 9o 2012, Restraints will
restdents (#32). The findings were: be assessed and care planned as
Observation on 7/23/12 at 1:42 PM, 2:30 PM, and appropriate, . .
410 PM showed rasident #82 seated In & B._ All residents currently using a reclinet
reclining chair with the feat elevated, When will be assessed for use as possible
requested to lower the-foot rast at 4;10 M, the restraint and care planned as appropriate
residant was unable to do s0 and bacame C. Education to nursing staff on restraint —y

policy will be completed on September
5,2012,
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F 221 | Conrtinued From page 4 a2
assisted to stand by ane staff member and then .
ambulated with a front wheeled walker and D. Audit; Goshen Care Center Nurse
Iimited assistance from the dining room o hisfher Managers will audit all current residents
room. Review of the admission MDE assessimant using a recliner for use of recliner,
dated 6/11/12 revaaled the resident was admilited Any new residents will be evaluated
with a pelvic fracture, had severs cognitive for use of recliner by MDS Coordinator.
lmpairment, required extensive assistance of one
parson with ambufation and fransfer, and was not
codsd as using a rastraint, Review of the care
plan showed the recliner was not agddressed as a
restraint. In an nterview on 7/26/12 at 8:30 AM,
the MI$ coordinator acknowledged the recliner
should have been coded as a restraint, assessed
to determine both the medical symptoms for use
and ifit was the least restrictiva device, and care
planned to minimize the potentlal functional
dacline that could result from use of a restraint.
F 241§ 483.15(a) DIGNITY AND RESPECT OF F 241
w0 FHNDIVIDUALITY . .
§5=0 The facility will promote care for
The facility must promota cars for residents in g resiclents in a manner and in an
manned and iﬂ an GHVII’OHI’I’IGH# that mafhta[ns of envirﬁnment that ttlalntaiﬂs or
anhances aach resident's dignity and respect in _ I
full recognition of his of her individualty. enhances each resident’s dignity and
respect in full recognition of histher
. individuality by:
g‘;}'ls REQUIREMENT is not met as avidencaed A. Resident #82 will have her hajr
Based on observation and resident and family "";3“?;"’ prcnlolx;[thmeals, any social
intarview, the facility failed to provide setvices activity an - o
that would enhance tha dighity of 1 of 11 sample B, Education to nursing staff on Dignity
rasidents (#82) dependent on staff for assistance and respect of individuality on
with grooming. The findings were: September 5, 2012, 5/5/14
Observations on 7/23/12 at 518 PM ang 7/24/12
at 7:45 AM showed resident #82 seated in the
dining room with hisfher hair uncombed, On
7126012 at 11 AM the resident was awakanad,
Evant [D:QSWO11 Faallly Dz WY0010 If continuation sheal Page § of 34

FORM CMS-2607(02-90) Pravious Verslons Obsolale

A



09/07/2012

FRI 10145 PAY 3075323800 GCC Admin

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDRICARE & MEDICAID SERVICES

Z1007/035

PRINTED: 08/08/2012
FORM APPROVED
OMB NO, 0938-0351

STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIERICLIA {42) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND FLAN OF CORREGTION [DENTIFICATION NUMBER: COMPLETED
A. BUILDING
8IA040 B. WG 07/26/2012
NANE OF PROVIDER OR SUPPUER STREETADURESS, CITY, STATE, ZIP CODE
2009 LARAMIE $TREET
GOSHEN CARE GENTER TORRINGTON, WY 82240
(%4) ID SUMMARY STATEMENT CF DEFIGIENGIES D PROVIDER'SE PLAN OF CORRECTION By
PREFIX {EACH DEFIGIENCY MUST B PREGEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SROULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TG CROSS-REFERENGED TO THE APPROPRIATE pATE
DEFIGIENCY)
F 241 | Continued From page § F.241 ,
assistad out of the recliner, and then talan to the C. Audit: Gqshen C?re Cer?tell Nurse
bathrDOm. The i'esidenf‘s hair was Sllckli‘lg outin Mﬂﬂagﬁrs Wlll Obsel Ve 30 residents a
the back from rubbing against the headrest of the month to ensute that hair has been
recliner; however, CNA#S falled to cemb it prior combed and reporied at QA quarterly for
to assisting the resident to the dinlng room. On six months.
7125112 at 6:18 PM the resident was obsstved
ambulating to the dining room with assistance;
histher hair was again Uncombed. Oh 7/26/12 at
2.20 PM a family mamber stated the resident
"wouid like" hisher hair combed and that it "would
took better." When asked if s/he would e
hlg/her halr combad, the residant noddead 'yes'
and said "Yeah" while touching histher halr.
F 257 | 483.16(h)(8} COMPORTABLE & SAFE [ 257
a5=E | TEMPERATURE LEVELS The facility will provide comfortable
and safe temperature levels,
The faclity must provide comfortable and safe maintained range of 71-81 degrees.
temperaturs levels. Faclilies initally certified This will be accomplished by:
after Ociober 1, 199? _muagmaéntain 2 A. Confidential resident concerns will
temperature range of 71 - be addressed in resident council on
August 28, 2012,
This REQUIREMENT is not met as evidenced B. Temperature in Activity room has
by: : been increased to 73. Temperature
Based on observation and resident and staff will maintain in a range of 71-81
interviews, the facllity failed to maintain a degrees,
comfortable temperature in the facility's C. Education to all GCC staff on
activity/dinlng room, The findings were! Federal Regulation 257—Comfortable
, . & Safe temperature Levels to be
Durlng # confldential Interview on 7/24M2 at 2 ) \ th
PM, 8 of 8 resldents in attendance stated the completed b,y St?ptember 55,2012, 513
activily/dining room was cold, Thay agreed that D. Resident 9}“_”“ be asked on a
many residents did nof like attending activities monthly basis if the temperature of
dus to the temperature and the draft blowing the Activity room is comfortable by
throuigh the room. Openthg the double doors to activity staff,
the activity/dining room confirmed there was a
cangiderable draft, sspecially when the lwo single
doots were also open. Tempesratuies taken In fwo
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F 267} Continued From page 8 F 257
different ateas of the activity/dining room at 4:48 E. Audit: Weekly temperatures wiil
and 5:15 PM on 7/25/12 showed an amblent betaken by Plant Ops, documented and
tomparature of 66 degrees Fabrenheit {F}. The reported at QA quarterly for six months,
temperature In the room on 7/26/12 at 8:20 AM,
confitrmed by activity personnel/CNA #5, was 66
degraes F, At 0 AM that day environmantal
setvices personital #11 stated the temperature of
the room could be adjusted,
[ 272 | 483.20{b){1) COMPREHENSIVE F 272
83 | ASSESSMENTS
. The facility will conduct initial and
The faclfity must conduct initially and periodically periodical comprehensive, accurate,
4 con&pf e_gf’na“’a* accur-’ite% starll‘ldardltgdt* standardized reproducible assessment
Ifgﬁg?i o:lfltgil cg;::ifjsmen O each rasidents of each resident’s functional capacity.
' This will be accomplished by:
A facliily must make a comprehansive A. Resident #18, #66, #68, #72, 480,
assessment of a resident's needs, using the #82, #184, and #90 will have a full
resldent assessment instrument (RAI) specified comprehensive assessment completed
by the State. The assessment must includs at by September 9, 2012. All areas of 9/9/12
lsast the following: triggered CAA will be addressed as to
Identification and demographio infermation, reflect the resident’s current statys,
Customary roltine; B. All current residents will have CAA
Cognitive patterns; {ewed ¢ b
Communication: reviewed {o ensure au:curacgii1 to be
Vislon: completed by September 30, 2012,
Mood Iand behavior pa{terns: €. Education to all staff that inpul: into
Psychosocial well-being; the CAA as to completion of the
Physical functloning and structural problems; assessiment, by September 5, 2012.
Continenoe; _ D. Audit: all completed CAA for the
Disease dlagnosis and health conditlons, month will be audited for completion
gﬁiwit}?\gﬁ]gxybnal atatus; by MDS Coordinator and reported
Activity pursull;‘ at QA quarterly for six menths,
Medications;
Special irsatmants and procedures;
Discharge potential;
Documentation of summary Information regarding
FORM CMS-2667(02-00} Pravious Vergions Obaolole Evant ID:08WO041 Facillly 1 WY 001d If continyation shaat Paga 7 of 34
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the additional asseasmant performed on the care
areas triggerad by the-completion of the Minimum
Data Set {(MDS}); and

Documentation of participation in assessment,

This REQUIREMENT [e not mat as evidenced
by
Based on madical record review and resident

and staff interview, the facility failed to provide.

comprehensive assessments I a variety of areas
for 8 of 17 sample residents (#18, #86, #38, #72, -
##80, #82, #84, ##90), The findings were:

1. According ta the Centers for Medicare &
Medicaid Services Long-Term Care Faallity
Resident Assessment Inatrument User's Manuaf,
Verglon 3.0, April 2012, “Review a triggered CAA
by doing an in-depth, resident-specific
assassment of the triggered conditlon in terms of
the potentlal need for oare Hlan
interventions... This I8 alsa.an opeortunily to
cohsider any issues andfor conditions that may
gontribute to the triggered ¢ondiior, but are not
necessarlly captured in the MDS data...Use the
information gathered thus far to make a clear
lssue or problem statement.” Failurs t complete
comprehensive assessments of triggered areas
was Identifled as follows:

a. Review of the 7/18/12 significant change
MDS assessment, Saction V, for resident #18
showed several areas triggared for
comprehensive assassments including defirlum,
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cagnitive losy, hehaviors, and psychotropic
medlcations. The area of the CAATo provide an
analysls of the findings was iacking a description
of the problem, causes and coniribuiing factors,
and risk factors for the resldent,

b. Review of the 8/15/12 signifleant changs
M8 assessment for resident #66 showed areas
for comprehensive assessments included
delirium, cogritive loss, insontinences,
psychoaacial well-being, mood, and kehavior
symptoms. The area of the CAA to provide an
analysls of the findings was lacking a description
of the problem, causes, and contributing factors
affecting the resident,

¢. Review of the 6/21/12 annual MDS
assessment, Section V, for resident #66 showead
cognitive loss, ADLg, and maod state triggered
for comprehensive assessments, The area of the
GAA to provide an analysis of the flndings lacked
& desoription of fhe preblem, causes, and
conhtribuling factors,

d. During an interview on 7/26M12. 2t 8;10 PM
reaident #72 stated s/he used oxygen at night,
Review of the 4/6/12 slgnificant change and
716112 quarterly MDS asgsssments showed the
rasident was not coded for use of axygen and
that a respiratory assessmant was lacking, On
712512 at 5:45 PM.the DON verified the resident
uaed oxygen nightly.

a, According to the 61 2/12 admission MDS
assessment, resident #80 triggered for
aamprehensive assessments ih (he areas of
cognitive loss, visual function, ARL
functiohalfrehabilitatlon potential, urlnary
Inconiinencefcathetar use, psychosocial well
being, mood state, tohavioral symptoms, falls,
and use of peychotropic medlcations. Review of
information provided for those assessments
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providing a oritioal analysls of the data, they just
yeiterated Information in the MDS,

showead they wera not comprehensive; instead of

[, Raviaw of the 8/11/12 admission MDS
assessmant showed restdent #82 required
comprehenslve asseasments for ceghitive loss
and should have triggered for ADL
functionalfrehabilitation potential as s/he requirad
extansive assistance of ona staff meamber for all
ADLs. Review of the comprehensive assessment
for cognitive loss showed the facility falled to
addresas the causes and coniributing factors or
identified the Impacted on the resldent. Defaited
reviaw of the record showed a somprehensive
assessment for ADLs was lacking. On 7/26/12
during an inferview at 8:30 AM, the MDS
coordinator stated she was unaware the ADLs dii
not trigger, she gonfirmed comprahensive
assessments should have been complsted for
both lssues,

g. Observation on 7/23/12 at 2118 PM
showed resident #84 used axygen. According to
the 2/16/12 significant change MDS assassmer,
the rasident did not trigger for use of oxygen.
However, furthar review of the medical record
showed the resident had usad oxygen for some
time prior to 216712, and a comprehensive
assassment shoukd have hgen completed,
Detailad review of the record showed a
sornprehenslve respliatory assessmant and
determination of the Impact of continuous oxygen
usa oh the resident was lacking.

h. Revlew of the 3/13/12 significant ¢change
MDS assessmaent revesled resldent #90 figgered
for comprehensive assessments in the areas of
comimunioation, psychoscctal wallbeing,
activities, and use of payshotropic madications,
Review of those assessments showed they
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lacked an In-depth revisw of the issues andfor
conditions causing andfor contributing to the
problems identiflad In the significent change
assessment,
2, interview with the MDS coordinator on 7/26/12
at 8:30 AM confirmed comprohensive
assassments had not beenh complated in the
above deseribed insfances for residents J#18, #56,
88, #72, #00, #82, #04, #20. She stated she was
aware they had just been "scratching the surface”
and confirmed a crltical analysls of the data was
{acking.
F 278 | 483.20(g) - (|) ASSESSMENT F 278
§8=0) | ACCURACY/COORDINATION/GERTIFIED The facility will ensure that assessments
accurately reflect the resident’s status.
The agsessment must accurately reflact the This will be accomplished by:
resldent's status. A. Resident #72 and #84 will have a
A ragistered nurse must conduct or coordinate full comprehensive assessment
each assessment with the appropriate completed by September 9%, 2012, 0/9/12
partlcipation of health professtonals, Assessment will include oxygen use,
B. All residents currently using
A ragisterad hurse must sigh and certify that the oxygen will have a MDS review to
assessmont is completad., ensure coded for use, completed by
. September 9", 2012,
Each individual who completes a portion of the . o "
assessmaent must sign and certify the acouracy of C. E‘%“can?\'t’l f‘of all nursing Smlff on
that portion of the assessmant. accuracy of the assessment, to be
completed by September 5, 2012, 95712
Under Madicare and Medicald, an indlvidual who D. Audit: all residents with oxygen use
wilifully and knawingly certifies a material and will have a quarterly MDS audit to
false statetnent In 4 resident assessment Is ensure that the assessment accurately
slbject to a divil money penalty of not more than reflects resident’s cutrent use of oxygen
$1,000 for sach assessmen; ar an Individual whe by MDS Cootdinator . Reported at OA
wiiifully and knowingly causes anothet individual quarterly for six months
to certify @ material and false statement In a '
tesident agsessmant is subject {0 g civil money
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Continued From page 11
panally of net more than $6,000 for each
assesament.

Clinleal disagrosment does nol sonstitute a
material and false statsment,

This REQUIREMENT i5 not mat as evidenced
by:

Basad on observation, medical record raview,
and resldent and staff interview, the facllity failsd
to ensura acourate coding on the MDS
assasaments for 2 of 17 sample resldents {#72,
#A4), The findings were:

1. During an interview on 7/25/12 at 6:10 PM,
res(dent #72 stated sfihe used oxygen at night,
Review of the 4/8/12 significant change and
71512 quarterly MDS pasessments showed the
tacility failed to cods the resident as using
oxygan, On 7/26/12 at 6:46 PM the DON verifled
the resident's use of oxygen. On 7/26/12 at 8:30
AM the MDS eoordinator acknowledged the
coding was ncoiract,

2, Observation on 7/23/12 &t 2:15 PM showed
resident #84 used oxygen al § liters per mintte,
According to the 2(16/12 significant change MPS
assessment, the resldent was not coded for use
of oxygen. interview with the MO8 coordirtator on
7/26/12 at 8:30 AM confirmad the coding for that
MDS was ngorrect,

483,20(), 483,20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to davelop, reviaw and revise the resident’s
comprshenslve plan of gare,

Fzr8

F 279

Tag 279 will begin on the next page
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The facility must devefop a comprshensive care The facility will ensure that each
plan for each resident that Includes measurable resident will have a comprehensive
objectives and fimatables to mest & residents care plan that includes measurable
medical, nurstg, and rental and psychoso_cial objectives and timetables to mest
needs thet are identifled In the Comprehansl‘f@ resident’s medical, rlursing, mental and
assessment, psychosocial needs that are identified in
The care plan must describe the services that ars th?il(_:{;mpr Ehemi'ivﬁ a;s{}es‘sment. This
to be furnished to attain or maintain the residant's will be accomplished by:
highest practicable physical, mental, and A. Resident #65 will have a plan of care
psychosoclal well-being as required under for activities of daily living to accurately
§483,26; and any services that-would otherwlse reftect her current use of oxygen with
be required under §483.28 but are not providad liters per minute.
g 23;01 gl?nrsiaﬁ!lent';] ex?rgitste offrlght? unider t B. Care plan updates will ocour for ail
.10, Including the right o refuse treatmen residents currently using oxygen with
under §483.10(b)4). liter per minute,
C. Bducation for all nursing staff on
This REQUIREMENT is not met as evidenced r zf:?“*?f P‘:‘“ Ofca:etazd ascuracy of ;he 9/5/12
by: ‘e plan, to complete by September 5,
Based on observation, medical record review, 02
and staff interview, the fadliity falled to develop a D. Audit: All residents with oxygen use
comprehienslve, Individualized care plan that will have monthly care plan audit by
included'meaaurable ohjectives and specifio Goshen Care Center Nurse Managers,
interveniions to mset the needs for 1 of 17 to ensure that the cate plan accurately
sample residents (#65). The findings were:! reflects resident current use of oxygen.
1. An observation on 7/25(2 at 5 PM ravealed Reported at QA quarterly for six
resident #65 was recelving oxygen ak 4 liters par mouths.
minute {LPM) defivered through a nasal cannula.
Review of the 7110/12 quarterly MDS asgsessment
showed the resident recaived oxygen therapy.
Reviaw of the resklent's care plan for activities of
daily living, last reviewed on 7/12/12, showed s/ha
had diagnozes fo Include congsstive heart fallure.
In addition, hisfher cardiac status wouid be
maintained a¢ evidence by no shortness of breath’
Event iD: OBWOH Faollty Ity WY0010 If continsalion sheet Page 13 of 34
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PARTICIFATE PLANNING CARE-REVISE CP

The resident has the tight, unless adjudged
incompetent or otharwise found to be
incapacltaled undsr the laws of the State, to
participate in planning care and treaiment or
changes In care and treatment.

A comprehensive care plan must be developed
within 7 days after the complation of the
camprehensive assesatnent; preparad by an
Intercisciplinary team, that includes the attending
physiclan, a registered nurse with respansiblity
for the rasident, and other appropriate staff in
disciplings as detstinined by the resident's neads,
and, to the extent practicable, the participation of
the resldent, the regident's family or the resident's
legal representative; and periodlcally reviewed
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT I8 not met ag evidenced
by:
Based oh obgervation, rasldent and staff
interview, ard medical record review, the facility
falled to ensure care plans for 8 of 17 sample
residents (18, #72, #1680, #862, 83, #84) waro
revised to reflect each resident's current stadus,
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279 | Continued From page 13 Fa7g
or chest pain. The care pan did not include the
use of oxygen, the ordared liter flow rata, or when
the resident should recelve the oxyden. Inferview
on 7/26/12 at 8:30 AM with the MDS coordinator
oonfirmed the use of oxygen needed to be
addreasad on the resldent's care plan,
F 280 | 483.20(d)(3), 483.10{k)?2) RIGHT TO F 280

The facility will ensure that each resident
will have a comprehensive care plan
developed within 7 days after the
completion of the comprehensive
assesstent and periodically reviewed
and revised by a team of qualified
persons after each assessment, This
will be accomplished by:

A, Resident #18 will have his care

plan updated to reflect current
psychotropic drug use, specific side
effects and type of behavior changes

to be aware of related to the medication
use,

B. Resident #72 will have her care

plan updated to reflect the use of oxygen
and liters per minute.

C. Resident #80 left for home visit on
8/11/2012, and discharged.

D. Resident #82 will have her care plan
updated to reflect the use of front
wheeled walker and one assist.

E. Resident #83 will have her care plan
updated to reflect the nse of oxygen,
anticonvulsant and potential side effects
of behavioral changes with psychotropic
medication use,
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Tha findings wera;

1, Review of the 7/13/12 physlclan's order sheet
and progress notes for resident #18 showed sthe
wag aggressive, combaltlve, and had physically
asgaulted the nursing staff and other resldents,
Further, the rgsitent was ordered the
anlipsychotics, Risperdal and Heldol, a8 nesded
far physioal abuse and aggressive hehavior,
Review of the 7/16/12 care plan for psychotropls
drug use showed the resident was o be
monitored for side effects of medication use,
changes fn behaviors, and changas in coghitive
status, The care plan did not indleate what
psychaotropio drugs the resident was faking, thei
apeoific slde affects, or what type of behavier
changes to be aware of as related to the
medications,

2, During an interview o 7/25/12 at 610 PM,
resident #72 stated sthe used oxygen at hight,
Review of the physician's orders verifled the
resldents statement. Review of the CNA dally
carg plan showed the resident recalved oxygen at
night, but the flow rate in liters per minute (LPM)
was hot specified, Raview of the interdlsciplinary
care plan showad oxygen was not Inciuded,
Intervigw with the MDS coordinator on 7/26/12 at
8:30 AM condirmad the care plans needed to be
ravised.

3. According to the 6/13/12 admission MDS
assessmant, resident #80 had frequent pain that
interfered with activities, Interview with the
resident on 7/23/12 at 4120 PM ravealad hisfher
lags huit, especially tha left kies, Review of the
tedical racord showed tha resident's diagnoses
included Joint pakn, "Fntheaopathy {disordet of the

F. Resident #84 will have her care plan
update to reflact the use of oxygen and
liter per minute.

G. All resident care plans will be
reviewed periodically and revised as
needed to accurately reflect the
regident’s current status. All residents
with use of psychotropic medication,
use of walker, and use of oxygen will
have care plans reviewed to ensute
their care plan accurately reflects cutrent
status.

H, Education to all nursing staff and
MDS staff on comprehensive care plan
and accuracy of care plan,

I. Audit: 10 resident care plans will

be audited monthly to ensure accuracy
and completeness by Goshen Care
Center Nurse Managers. Reported

at QA quarterly for six months.

9/5/12
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Continued From page 156
muscular/tendinous attachmenis)" of the hipy
reglon, ahd bursitis, Review of the generic care
plan showed the only intsrventions listad ware:

4. "Assess for pain.”

b. "Pain asseasment quarterly and prn."

¢. "Medioationa a3 ordered, Refer to MAR,"
The care plan did not in¢lude
non-pharmacoleglcal interventions, nor was Jt
individuailzed or rovised to meet the resident's
needs,

4, Obsarvation on 7/23/12 at 550 PM, 7/24/12 at
8 and 11 AM, and 7726112 at 6:18 PM showed
resident #82 ambulated with & front wheeled
wailker and one assistant, Review of the 6/10/12
care plan showed an enfry dated 6/19/12
indicating tha regldent was to ambulate with a
guad (four legged) cane. Interview with the MDS
caordinator on 7/26/12 at 830 AM revealad thers
was a problem with payment and the cane had
not been purchased, She confirmed the care plan
needed to ba rovised,

5, Observations on 7/23/12 at 2,20 and 3:46 PM
and an 7/26/12 at B:20 PM showed resident #83
was receiving oxygen, Review of the 6/18/12
physiclan's orders revesled the resident recelvad
twao peychotropic medicatlons and an
anticonvulsant and that oxygen was ordersd at
bedtime prn, Review of the CNA and
interdiscipinary care plans showed oxygen was
not inclucled. Review of the psycholropic
meadication care plan showed all three
medications were listed 23 psychotropics, but tha
Interventions did net identify potential side effects
or behavioral changes for any of them, During an
Interview on 7/26/12 at 8:30 A, the MDS
coordinator stated ihe resident's behaviora were

F 280
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| than at night, madtcation side affects, and the

Confinued From page 16
oyclic. She confirmed oxygen was Used other

rasident's oyclic behaviors were not identified on
the care plan and the care plan needed revision,

8. Ohsetvation on 7/23/12 ot 2:18 PM showed
resident #84 used oxygen conflnuously, and an
order dated 5/8/12 showed it was Increased to 3
LPM per nasal cannula. Revlew of the
interdisciplinary care plan showed oxygen was to
be adminlatered at & - 7 LPM per nasal cannula,
but the CNA's dally care plan and the slgned
resident/facllity contract indicated oxygen was to
be at 3 -4 LPM. On 7/26/12 at 8:30 AM the MDS
coordinator was unable to axplain the
discrepancy, She stated oxygen could not be
adiministered at 6 - 7 LPM per nasal cannula, and
sha acknowledged the care plan neoded to be
raviaed,

483.20(K)(3)(i) SERVICES PROVIDED MEET
FROFESSIONAL STANDARDS

The services provided or arranged by the faoility
must meet profassional standards of quality.

This REQUIREMENT is nof met as avidenced
by:

Based on abservaiion, staff interviaw, and review
of madical records and policles and procaguras,
the facility failed to ensure professional standards
of practice were maintained for 1 nonssample and
3 of 17 sample residents, This fallure affected
residents #79 and #84 related to medication
administration and residents #6 and #66 related
to faliure to follow a physician's order, The
findings were:

F 260

F 281

The facility will ensure that services
provided or arranged will meet
professional standards of quality. This
will be accomplished by:
A. Resident #79—no ill effect noted
from ibuprofen administration. Order
has been obtained for use of ibuprofen.
LPN #16 has been educated on use of
standing orders.

. B. Resident #65——no ill effect noted
from increase in oxygen. Liters por
minute to be maintained at 2,
C. Resident # 5—Lipid panel and
Depakote level drawn on July 26, 2012.
Results noted and faxed to primary care

FCHIM GMS-2507(02-09) Previowa Varslons CGhaolele

Event (D; OSWO

Faglity ID: WYoo 10

If sontinuation sheet Paga 17 of 54

B



09/07/2012

FRI 10:48 FAX 3075323800 GCC admin

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Hoi9/035

PRINTED: 08/08/2012
FORM APPROVED
GMB NO. £938-0491

STATEMENT OF DEFIGIENCIES £41) PROVIDER/SUPPLIERICGLIA (X2) MULTTFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREQTION IBENTIFIGATION NUMBER, COMPLETED
A, BUILDING
53049 B WINO 07/26/2012
NAME OF PROVIDER OF SUPPLIER STREET ADDRESS, GIVY, STAVE, 2P CODE
2009 LARAMIE STRERT
GOSHEN CARE GENTER TORRINGTON, WY 82240
(X4) 10 SUMMARY 3TATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%8
PREFIX (EACH DEFICIENGY MUST BB PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE coMPLETION
TAG REGULATORY OR 1.5G IDENTIFYING INFORMATION) TAG CROBSREFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY}
F 281 Conttnued From paga 17 F 281 ..
1. Obsetvation on 7/28/12 at 3:12 PM showed phys’l‘”a]"' L‘?)bs to 3‘; ddrawajhevery 6
LPN #16 adminiatared Ibuprofen 400 mg to months have boen added to the annual
noi-satnple resident #79. During the observation, calendar to roflect accurate dates to be
the LPN stated the medlcation was a standing drawn. No ill effect noted from
order, Recongiliation of the medication pass continued increased used of Risperdal
revealod an order for ibugrofen was lacking. 1.5mg for 1 month. Her primary care
When guestioned at 4:05 PM that day, the LPN physician was notified of continued use
Srdere. She staed the 1t gave medicaions on by September 5, 2012 o133
from the bottom drawor for standing orders and g;n];i‘i:gf:’;tﬂi?‘;;ﬁg:’;}zbﬁ?:f;g
d th nd path flow. . .
iracked them on the prn and pain fiow sheets minute on August 17% 2012,
2, During an observation on 7/26/12 at 4:16 PM, E. Resident oxygen concentrators will
resident #85 had humidifled oxygen sef at 4 liters be checked and documented as to
per minute (LPM) by nasal cannult. Review of appropriate Titers per minute, every
the July 2012 treatment racord for the resident shift.
with RN #10 on 7/25/12 at 5 PM showod oxygen F. All routine labs will be transcribed
was ordered fo be set at 2 lters per minute, The by the last day of the month for the
RN acknowledged lha oxygen was set at an following month
Incorrect fiow rete. Further, she did nat know how G. Bd £ p T tafF
long it had been sot at 4 LPM or who Ingrassed - Baucation for nursing stail on
the rate. Review of the policy and procedure for Standing Orders”, policy and
oxygen therapy showsd oxygen was a medication procedure for Oxygen Therapy,
that required adherance to safely measures, and policy and procedure on Gradual
including a physioian's order and administration Dose Reduction. By September 5, 9/5/12
by a licensed heatthcarg provider, 2012,
H. Weeldy chart checks to be
3. Medical racord review for resident #6 revealed . . Aot o
bhysician orders for iboratory tests were wiitlen Efilsic;:rdmed to ensure that no orders are
o 1249111 for a lipid panal and a Depakote leve! I A‘ dit:
fo be done every & months, Further review - Augik:
showed the lipid panet and Valpralo Acid (same 1. All residents on oxygen concentrators
as Depakote) level were done on 12/12/11, but will be audited monthly by Goshen Care
thare were no test results for Juna 2012, Center Nurse Managers to ensure that
interview with the DON on 7/25/12 at 2:16 PM liters per minute are as ordered and
conflrmed a lipid pane!l and Vatproic Acld level reported at QA quarterly for six months,
had not baen petformed for the regident since
December 2011, On 7/26/12 at 3:40 PM, the
FORM CMS-2667(02-08) Fravious Varsions Obsclels Evant ID:05WOL Faciity 13 WY0010 If continuatlon shest Page 18 of 34
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administrator statad the laboratory was nol
invaived in this error; nursing drew blood for
laboratory tests and gant it, with the praper
reauest forms, to the laboratory.

Review of the January 2012 pharmacy
sonsultant recommendation sheef for the resident
showed sfha recelved Risperdal 1 mg sach
morning and 1.5 mg each evening. The
pharmacist recommended a dacrease in the
avening dose t¢ 1 mg.. Tha pharmaclst signed the |
recommendation-an 1/11/12 ane the physiclan
accepted and signed the recommendation for the
dose reduction on 1/12/12. Fusther review
revealed nursing did not franscribe or note the
order untll 2/4112, a month atter the physiclan
had ordared the dose reduction. Review of the
resident's MARs for January and February 2012
sanfinmed the rasldent recelved Risperdal 1,6 my |
every evening from January 12, 2012 uniil
Februaty 11, 2012, In an Intervlew on 7/24/12 at
1:30 P, tha DON stated the order was "missed.”

4, Observation on 7/23M2 at 2:16 PM showad
resident #84 used oxygen continuously, and an
order dated 5/8/12 showed It was Increased to 3
LPM per nasal cannulz. Howaver, an order for
oxygen wasg not included an the readmission
orders dated 7/41/12, and thers was no evidence
lagk of the order was clatifted. According to the
facllity's policy and procedure, "Oxygen Therapy:
Adults", effactive 7/1/11, "Oxygen Is a madlcation
that requires adharance to safety measuras,
insluding physiclan's order..."

Raferences:

According to Smith, Dual! and Martin it "Clinical
Nursing Skills: Baslc to Advanced Skills," Ssventh

2. 25 resident labs will be aundited
monthly by Goshen Cave Center Nurse
Managers to ensure transcription
accuracy and reported at QA
quarterly for six months,
3. All residents on oxygen will have
audit to ensure that there is a physician
order by Goshen Care Center Nurse
. Managers. Reported at QA quarterly
for six months.
4. 25 charts will be audited monthly to
ensure that all orders were noted at the
time by Goshen Care Center Nurse
Managers. Reported at QA quarierly
for six months.
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s questionable for any reason, the physician
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Continued From page 19
Edition, 2008; 568, "if a written order Is illegible or

must be notified for olarfication,”
483.26 PROVIDE CARE/SERVICES FOR
HIGHEST WFLL BEING

Each resident must receive and the facllity must
provide the necessary care and services to.altaln
or maintain the highest practicabie physical,
mental, and psychosoclal well-baing, in
accordance with the comprehensive assassment
and plan of care.

This REQUIREMENT is ot met as evidenced
by

Based on observations, medical record review,
and residant and staff nterviews, the faclity failed
to provide appropriate monitoiing and
infervantions for 1 of 7 sample residents (#65)
and 2 non-sample residents (41, #79) related to
oxygen, in addition, the facility falled to evaluate 1
of 1 sample rasidents (#68) documentad to have
skin "bites." The findings were:

1, During a conftdential interviow on 7/24/12 at 2
PM two resldents who used oxygen continuously
stated they were required o self-propel their
wheelchalrs to the oxygen storage room before
thery could have the tanks replaced when they
wore emply. They further stated it was very
difficult to self-propel the whaelohairs when they
were "out of oxygen.” An additicnal comment was
that they would like the tanks checksd before
meals as |t was also difficult to eat when one was
nol able io breathe, Observation throughout tha
survey showed the oxygen fanks were Jocated on

H

F 261

F 309

The facility will ensure that each resident
receive and provide the necessary care
and services to attain or maintain the
highest practicable physical, mental,
and psychosocial well-being, in
accordance with the comprehensive
assessment and plan of care. This will
be accomplished by:
A. Resident concerns will be addressed
at resident council on August 28, 2012.
Concerns to be addressed are; residents
are not required to self-propel to oxygen
room o have tanks changed. If' the
resident notices that they are out of
oxygen please ask for assistance, Staff
will be documenting how much oxygen
is in tank prior to meals.
B. Resident #79—oxygen tank was
changed, with no lasting ilt effacts
noted. His oxygen tank will be checked
and documented prior to every meal,
C. Resident #4 1—oxygen tank was not
empty, oxygen satutation was 95%,
Her oxygen tank will be checked and
documented prior to every meal.
D. Resident #65—mno ill effect noted
from increase in oxygen. Liters per
minute to be maintained at2. Het

inz21/035
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the back of sach wheelchalr and resldents ware
unable to see the gauges to determine when the
tahks ware low on oxygen,
oxygen concentrator wiil be checked
2. Observation during the evening meal on every shift to ensure that liters per
?.’25’12 shDWGd thﬂ Oxygen lnd[ﬂatoi‘ fOI” minute are as per Ol-dered_
Sggwsamplet 'resiﬂenig W79 rgglatered 'C‘iemgty"' E. Resident #66 — The RN that
en quastioned, the resident staled s/ha did not PR
jeel ltke there was oxygen flowlng from the tank. documented the *bites” was educated on
At 5:24 PM the DON cheaked the tank and docume]l?atlon and needed n()tlﬁ(li‘ltl()n
confirmed it was emply. The resident's oxygen of physician on July 27, 2012, Skin
saturation Jevel taken by the DON at that fime check performed on 8/16/12 by RN,
showad 85% {minimum. per the standing orders primaty care physician notified of area
wag 00%), At 6:05 PM that evaning the resident on back,
stated staff only checked hig/har tank for oxygen F. All resident oxygen tanks will be
when sfhe told them it was empty. checked and documented on priot to
. meals, changed if needed,
3. During the evening meal on 7/26/12, . .
ohservation showed the oxygen indicator for Q. Resident oxygen concentrators will
resident i1 was close Lo registering “empty.” be checked and documentedasto
When requested, the DON crecked the tank at appropriate liters per minute, every shift.
5:25 PM and confirmed It was almost empty. H. Education to all nursing staff on 9/512
policy and procedure for Oxypen
4. Observation on /25712 at 4:16 PM showed Therapy by September 5, 2012,
resident #66 had humidliled oxygen set at 4 liters I. Weelly skin checks to be performed
per mintte by hasal cannule, i addition, the fluld by nursing staff,
in the humiditior was smpiy. Interview with RN Hoe DG i
#10 Immediately aftsr the obsarvation revealad J. Audits: 25 ‘f"d".“t check off sheets
the humidifier needed to he replaced, Review of on oxygen tanks will be audited .
the resident’s July 2012 frsatment racord with the monthly to ensure that tanks are being
RN on 7/25/12 at 5 PM showed oxygen was checked and changed when needed
ordered to be set at 2 liters per minute. The RN by Goshen Care Center Nurse
acknowledgad the oxygen was saf at an incorrect Managers. Repoited at QA quarterly
flow rate, Further, she did nof know how long it for six months.
bad bean set at4 liters, or who adjusted the rate.
Review of the policy and procedure for oxygen
tharapy showed oxygen was a medication that
required adherence to safety measures, including
FORM CMS-2667(02-00) Provious Verslons Obaclete Event I 08WO0 19 Facllty 10: WYGD10 {f continuation shoet Page 21 of 34
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a phystclan's order and administration by a
llcensed heaithcare provider,

5. Review of the 7/20/12 nurse's notes timed at
2:30 AM showed resident #66 had 13 lithe bites.
that are scabhed over." The location of the bites
wag not indloated, Review of the 7/21/12 hody
check sheet showad the "blies" were located on
the resident's mid-upper back, Further review of
tha nuraes’ notes showed no evidence additional
asgessments were completed or the physician
was notified. Obsarvation en 712412 at 4;10 PM
with graduale nurse (@GN} #13 showed the
regident had small pin polnt spots on hisfher
upper and lower back, Further, the resident
stated histher back itchad, The GN slated she
was not aware of the "bites." Inferview with {ha
DON on 7/26/12 at 11:20 AM revealad she was
also unaware of the "bites," Further, she stated
her expectation of the nurse who initlally
agsessed the resident's skin was to contaot the
physlcian for further svaluation,

483.28(d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

Based on the residents comprebensive
agsossment, the fagility must ensure that a
resident who enters the faslilty without an
Inchwelling catheter is not catheterized unless the
resident's clinfcal condition demenstrates that
catheterization waas nacessary; and a resident
wha is incantingnt of bladder receives appropriate
treatment and services o prevent urlhary tract
infections and to restore as much nermal bladder
funcfion as possible.

This REQUIREMENT is not met as evidencad

F 309

F 315

K. Audits:

1, All residents on oXygen concentrators
wili be audited monthly to ensure that
liters per minute are as ordered by
Goshen Cate Center Nurse Managers
and reported at QA quarterly for six
months,

2. 25 residents will be andited for
complete skin check by Goshen Care
Center Nurse Managers and reported

at QA quarterly for six months.

The facility will ensure that a resident
who is incontinent of bladder recoives
appropriate treatment and services to
prevent urinary tract infections, This
will be accomplished by:
A. Resident #35 had urinary analysis
colleeted on August 14, 2012, results
faxed to primary care physician, no ill
effects noted from “back to front” perine
care.
B. Education provided to all nursing
staff om September 5, 2012 on policy
and procedure “Perineal Care™.

i

915/17
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hy: C. Aucilts' to be 30 peri-care
Rased on observation, medical record raview, observations monthly by Goshen Care
staff Interview, and review of policles and Center Nurse Managers and repotted
procedurs, the facility failed to ensure the oorrect at QA guarterly for six months,
procedure for petineal care was foliowed during 1
of 10 obsarvations (resident #35) of perinsal care.
The findlngs ware:
Medical record review for resident #35 revesled a |
slghifloant change MDS assessment complated
on 5/18/12 showed the resldent needed extonsive
assistance with tolleting and persongl care. The
following concern was noted:
a. Observation on 7/23/12 at 330 PM
reveafed CNA#1 was assisting the resident in the
bathraom, The CNA had helped ths resident
rethove a wet incontinence pad, While performing
care, the CNA used a back to. front motion to
cleanse the resident's sarineal area,
b. Review of the facllity's policy and
procedure, approved on 6/1/11, ravealed "Clean
downward from front to back,,." Inlerview on
712612 at 8 AM with the DON revealed her
expeciation was that the. CNAs follow tha policy.
F 329 | 483.25()) DRUG REGIMEN 13 FREE FROM F 329
gg=p| UNNECESSARY DRUGS
o o The facility will ensure that each resident
Each rasident's drug regimen must be free from drug regimen be free from unnecessary
unnecessary drugs. An unnegeseary drug Is any drugs, This will be secomplished by:
drug when Usad in excessive dose (inciuding A B8, aceotnplished oy:
duplicate tharapy); or for excessive duration; or A. Resident #5- No ill effect noted from
without adequate monitoring; or without adequate continued increased used of Risperdal
indioations for its use; or ln the presence of L5mg for | month. Her primary care
adverse congequences which indicate the dose physician was notified of continued use
should be reduced or discontinued; or any on August 17", 2012,
comblnations of the reasons above, B. All residents will have pharmacy
re y ry
Based on a comprehansive assessment.of & view for unnecessary diugs.
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rasident, the facility must ensure that rasldents
who have niot usad antipsychotic drugs are not
given thase drugs unless antipaychotis drug
therapy is necessary to treat a specific condition
as diaghosed and deoumanted in the dlinlcal
record; and residents who use antipsychotlc
drugs receive gradual dose reducllons, and
bahavioral Interventions, unlass Slinleally
gonfraindicated, in an effor to discontinue these
drugs,

This REQUIREMENT is not met as evidehced
by
Hased on medical regord review and staff
Interview, the facility failed to ensure the drug
regime for 1 of 20 sample residents (6} was free
of unnecessary medications, The findings wars;

Review of the January 2012 pharmacy
sonsultant recommendation sheet for resident #56
showed the resident received Risperdal 1 my
gach morning and, on 10/4/11, was started on 1.5
mg each evening, The pharmacist wrote the
resldent ...has had [Increased] movements
dlsorders resuling In Sinemet being started, "
and has not displayed "... behavioral problems for
several months." The gharmacist reoemmendad:
the evening dose be decreasad to 1 mg of
Risperdal to *...decrease need for Sihemet...* and
sighed the recommendation on 1/11/12, The
physiclan accapted and sighed the
recommendalion for the dose reduction on
1712112, Review of the resldent's MARs for
January and Febriary 2012 confirmed the

quarterly (or six months,

C. Education for nursing staff on policy
and procedure on Gradual Dose 9/512
Reduction. By September 3, 2012,
D. Audit: 25 charts will be audited
monthly by Goshen Care Center Nurse
Managets to ensure that all orders were
noted at the time, Reported at QA
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1 make nurse staffing data avallable to the public

« Licansed practlcal nurses or foensed
vocational nurses (as defined under Stale law},
- Cortiflad nurse aldes.
o Resident censts.

The fagilily must post the nurse staffing data
spacified above on a dally basls at the beglnning
of each shiit. Data must he posted as follows:

o Clear and readable format,

o In a prominent place readily accessible fo
residents and visitors.

The facility must, upon oral or written request,

for review at a cost not to exceed the community
standard.

The facllity must inalntain the posted dally hurse
staffing data for @ minimum of 18 months, or as
requirad by State law, whichever (s greatar,
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F 329 | Continued From page 24 F329
rasident recelved Rigperdal 1.5 mg every evening
until February 11, 2012, Quring an intervisw on
712412 at 1:30 PM, the DON acknowledged the
order was "...mlssed.”
F 356 ; 463.30(e) POSTED NURSE STAFFING F 356
88=n | INFORMATION
The facillty must post the fllowing Information ot
a dally basia: .
o Facility name, The facility will ensure that nurse
© The current date. staffing data is posted and accurate,
o The total number and the actual hours worked This will bs accomplished by:
by the following categories of licensed and ' A, The facility will print current
unll_gen?ed pursmghs_:?ff directly responsible for staffing sheets twice daily. Changes to
resl- %ne c;z;eerggrnir;és the staffing sheet will be made at the
d ' time a change In staffing occurs. 9/5/12

B. Education provided to nursing staff
on staffing sheets to be completed by
September 5™, 2012.

C. Audit: Staffing sheets will be
audited weekly by Clinical
Administrative Assistant to ensure
accuracy and reported at QA
Quarterly for six months,
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This REQUIREMENT s not met as svidenced
by
Based on staff interview and review of staffing
records, the facility falled to ansure the records
accurately reflected the staffl avaltable on each
shift for the past 3 months. The findings were:
Obaervation on 7/23/12 at 5:30 PM revealed the
stafiing sheel for 7/23/12 was posted in the
common area by the activity/dining room,
Chservation on 7/25/12 at 1 PM showead the
postad staffing sheet was the one for 7723112,
Interview on 7/26/12 at 9 AM with the DON
revaated the afternoon charge hurse did the
staffing sheet for all shifts, but she was on
vacation. Review of the staffing sheets for the
past 3 monthe reveafed only one shaet had a
gorraction an it Purther interview on 7/26/12 at 11
Al with the DON revaaled she was sure staff
had called In sick In the past 3 months and she
confirmed the staffing shests were probably not
updated when staff called off,
F 371 483.35()) FOOD PROCURE, F 371
8s=i | STORE/PREPARE/SERVE - BANITARY . .
The facility will ensure that the food
The fachity must - sanitation requirements are met, This
{1) Progure food from sources approved of will be achieved by the following.
considered satisfactory by Faderal, State or local A. On Tuesday August 21% education
authoriies; and will be provided on proper hand washing
(2) Store, prepare, ¢strlbute and serve food and glove use in food preparation,
under sanitary conditions cleaning equipment, and utensils,
B. This employee that is not using
proper hand washing and glove use
will be monitored on a daily basis for
the first week after the education has
This REQUIREMENT Is not met as evidenced been provided. 1f she is successful in
by: her techniques she will be monitored
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Rased on observation and staff interview, the
facllity failed to ensure food sanltation
requirements were met in a varlety of areas in 1
of 3 facility kitchens. The findings wera:

1. At 4:05 PM on 7/25/12 observation of the
kifchen located on the seaured unit showed copk
#4 prepared a meal for the resldents, She donned
gloves and pulied apart raw chicken, then
temoved her gloves, and without parforming hand
hygiene, donned another set of gloves, and
continued o cut up raw euctmbérs. While
wearing gloves at 5:40 M that day, the cook
adiusted the temperature on the stove, openad
the refrigerator and removed tha Nds. from
containers of foad. Without first removing her
gloves and parforming hand hyglene, ine cook
reached |hto a container of shreddsd cheese,
removed some cheese, and placed it over the
food ko be served to the residents,

Rafarence:

Food Coda 2008, U.S, Public Mealth Service,
2-301.14 When to Wash; "FOOD EMPLOYEES
shall clean thelr hands and exposed porlions of
their arms...immediatoly before engaging in
FOOD praparation Including working with
expossd FOOD, dean EQUIPMENT and
UTENSILS...(E) After handling soited .
EQUIPMENT ar UTENSILS. ..(M) Before donning
glovas for worlding with FOOD; and (1) After
engaging In other activities that contaminate the
hands."

2, Obsatvation on 7/25/12 at 10;40 AM showead
large pans were washed, rinsed and sanitized in
a threa campartmant sink located in the main
kitchen. The solutiort used to-sanitize the

E CENTER
BOSHEN CARE G TORRINGTON, WY 82240
IR SUMMARY STATEMENT OF OEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION X}
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DEFICIENGY)
[ 371 [ Continued From page 26 Fa7i

weekly until it is determined that she
is following the proper glove use and
hand washing techniques on a routine
basis. If she is unsuccessful she will
no longer be working for us,
C. The quaternary ammonia chlorlde
representative has been contacted to
come and evaluate the equipment used
for this product, The machine is set up
in such a manner that it cannot be
adjusted by anyone but the Ecolab
tepresentative. The proper aminonia
level will be tracked on a filled basis
and documented to ensure that the
proper level is being used once the
Ecolab representative corrects the issue,
He was called Thursday the 26" of
July and will be here to repait it on
Monday the 13" of August. All dietarj(
staff will be educated by September O™
on proper hand washing and glove use
in food preparation, cleaning
equipment, and utensils
D. In the event that the ammonia
machine is found to be at an incorrect
level, Chlorine will be nsed in place and
tracked on the documents for chlorine
use based on ppm. All dietarPJ staff will
be educated by September 9%, on prope;
hand washing and glove use in food
preparation, cleaning equipment, and
utensils

9/9/12
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OF PHYSICIAN VISIT

The resldent must b seah by a physician at least
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i 371 | Continued From page 27 Far
equipment was "Mullicuat Sanitizer 148." Dietary ; ; .
staff %7 tested the waler used fo sanitize the pans ? The qua:ten n}?lr Y ammonia chloride
with a QAC {quatermary ammonium chloride) tost emperature will continue to be tracked
strlp and it showed the leve! to be less than 100 by_the cu.lmary staff and logged on a
parts per millon {ppm). Review of the proguct daily bass.
specifieations showed the sanitizer was effective F. Audit: 10 dietary staff will be
hetweaan 150-400 ppm. An interview with distety observed monthly by Dietary Manager
staff iﬁ?hat that tima confirmfad the jBloliution Was for proper hand washing and glove
not at the appropriate level for sanitlzing the pans. ararat] -
On 7126112 at 10:45 AM the dietary manager ;;Sfii" food preparation, cleaning
pment and utensils. Reported at
reported she had parformed an additional test of QA quarterly for i i
the sanitizer solution and found it to be too low a quarterty for six maonths.
sacond time. Further, she stated the solution was
checked dally but the facillty dld not tnaintain a
lag.
Reference:
4-501.14: " Achemical sanltizer used ina
sanitizing solution for a manual or mechanioal
operation at contact imes epecified under
4-703. 11{C) shall meet the ariteria speclfied
undsr § 7-204,11 Sanitizers, Critera, shall be
used in accordance with the EPA-registered label
use instructions, and shall be used aa follows ...
{C) A quaternaty smmaonium compound solution
shalk(1) Have a mihimum tempetature of 24°C
(76°F), {2) Have a concentration as specified
under § 7-204,11 and as Indlcated by the
manufecturer's use directions Includad in the
labeling .. *
4-501.116; " Concentration of the saniffzing
solution shall be accurately determined by using a
toat kit or othar davics, "
ABR.A0(cH 12} FREQUENCY & TIMELINESS F 387

‘Tag #1387 wiil begin on the next pape
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once avery 30 days for the first 90 days afler
g,fgp;i?tigp' and at least onoz every 60 days The facility will ensure that cach
' resident must be seen by a physician at
A phyalclan visit is congldered tmely If It ocours least once evety 30 days for the firs
not fater than 10 days eftor the data the visit was 1 90 days after admission and at least
raguired, every 60 days thereafter, This will be
accomplished by:
. i A. Resident #83 has had her primary
E\Ils REQUIREMENT ls not met as evidencad care physician notified of 104 days
Basad on medical record review and resident ;v(;?;outgh)ésmmn d"'S‘tlby iSept‘en:jber 5
and staff Interview, the facilty failed to ensure 3 of and educated on the require
17 sample residents (#72, #33, #84) were ssen documentation. o
by a physician for a face-to-face visit every 80 B. Resident #72 primary care physician
days as required, The findings were: notified of 97 day time period without
visit. Educated on policy and
1. Rdevfew Ofltge ?’ﬁ%ﬁﬂ' record SQQWBSWZ?M ; requirement by September 5, 2012.
evidence resident #63 was saen Ly & pysioia C. Resident #84 primary care physicia
from 12/21/11 untll 4/5/12, a time perlod of 104 et £ 07 dab e wottod wiout
. K y time perfod without
days. Interview with the DON on 7/26/12 at 10;30 visit. Educated on policy and
AM revealed the physician signed orders on IsiL. Bauca policy an
243112, but the faclily was unable to produce requirement by September 5, 2012.
evidence the resident was seen as required. D. Resident # 72, #83, and #84 have
had subsequent physiciat visits,
2. According fo the medical record, resldent_#‘ia E. Confidential resident concerns will
was not seen by a physician from 31/12 uhtil be addressed in resident councif on
6/7112, 97 days later. Review of inform_atfon August 28, 2012. Providing residents
pm"’;dedclt’{h‘h?j EON On 7/26/12 at 10:30 AM with information related to physician
confirmed the dates, visits and how o get an appointment
5. Medioal record raview showed no evidence with the physician.
resident #84 was seen by a physician for a F. All residents that are Jacking a
face-to-face vialt from 1/31/12 untit 4122112, an current physician visit will have one 9/5/12
elapsed fime of 81 days. On 7/26/12 at 10:30 AM completed by September 5, 2012.
the DON confirmad lack of evidence of a visit by G. Education to all physicians that have
{he physictan that met the regulatory residenis o be completed by September
raguiremenits, 5,2012.
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SPREAD, LINENS

The facility must establish and malntaln an
Infection Control Pragram designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and {ransmisslon

1 of disesase and infection,

{a) Infeetion Control Program
The facllity must esiablish an Infection Control
Program under which It -

(1) Investigates, controls, and pravents Infections

in the fadility;

{2) Decides what procadutes, such as isclation,
shouki be applied to an ndividual resident; and
{3) Maintains a record of incidenta and corrective
actions relatad to Infections,

{h) Prevanting Spread of Infection

{1) Whan the Infection Contro! Program
daterminas that a resident needs isofation to
pravent the spread of infection, the facility must
Isolate the rasident,

(2) The facility must prohibit employees with 2
communicable dissasa or Infected skin lesions

Q) 1D SUMMARY STATEMENT OFF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 0y
PREFIX {EAGCH DEFICIENCY MUST BE PRECEDEL BY FULL PREFX {EAGI GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFCRMATICN) TAG CROSS-REFERENDED TO THE APPROPRIATE DATE
DERICIENGY)
F 387 Continuad From page 29 F 387
H. Current Medical Director will be
4, During @ confidentlal Intarvisw on 7/24M12 at 2 N .
PM, four of elght residents stated they seldam foltowing up on all residents that lack a
gsaw a physician. Ona resident stated s/he had to 60 physician visit,
“get on my knees" in.order to see a physiclan I Audit: alt physician visits to be
when Hl recently. andited monthly by Director of
Nurtsing and reported at QA
B, On 7126112 at 1,18 PM the administrator and Monthly until resolved.
guallty risk mmanager stated the facility was
manitoring physician visits as they were still
having trouble gelting them completed as
raquired.
483,65 INFECTION CONTROL, FREVENT F 441

The facility will ensure there is an
established snd maintained infection
control program designed to provide a
safe, sanitary and comfortable

. environment and to help prevent the

development and transmission of
disease and infection, This will be

| accomplished by:

A. Glucometers— Educate nursing
staff to the system policy and
procedure on cleaning of glucose
meters as per CDC and
manufaciurer recommendations by
September 5%, 2012, Review of
SureStep Brand Meters Technical
Bulletin from June 20] |

B. Resident #83, #70, #54 have had no
il effects noted from possible cross
contamination.

C. Education provided to CNA #2 on
September 7, 2012 and #6 on
September 15, 2012,

oSty 9 /ﬁ’//L,
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from direct contact with rasidents or their food, If
diract contact will transmit the disease.

(3} Tha facility must require staff to wash thelr
hands after each direct resident contact for which |
hand waghing Is indicated by acoepted
professional practice,

{c} Linana

Personnel must handle, store, procass and
fransport linens so as to prevent the spread of
infaclion,

This REQUIREMENT ig not mat as evidenced
by:
Based on observation, staff interview and review
of policies and procadures, the facility falled to
enaure staff followed acceptable standards of
practlce regarding infestion contro! practices, This
failure related to cleaning the gluicometer for 1
sample and 1 non-sampte resident (64, #88)
and hand washing during 3 randem ohssrvations
{affacting residents #83, #70, #54). The findings
were:

1. Obsaervation on 7/23/12 at 4,40 PM showed
LN #18 used a glucometer to obtain the Hood
sugar level of sample reeidant #34 and then
returned the glucometer to the storage container
without cleaning It, At 4:50 P that day the LPN
refrievad the glucomester and, without ¢leaning it, |
approachad the room of non-gample resident #88
to abtaln hafher bood sugar level, Prior to
entering the room, the LPN was stopped by the
DON and told the glucomatar was hot talken Into
Individual rooms ag [{ would have to be claaned
sach time after It was brought out. After obtalning
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D. Education to all nursing staff on
policy and procedure “Infection Control
Guidelines” to be completed on
September 5, 2012,

E. Audit:

1. 30 peri~care observations to ensure
proper hand hygiene monthly reported
at QA quarterly.

2. Ten glucometer checks will be
monitored monthly by the Infection
Prevention Manager to ensure proper
cleaning belween resident uses.
Reported at QA quarterly for six
months..

9512
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tha blood sugar tesults, tha L.PN brought the
glucometer out and wiped it down with an
appropriate bleach diginfagtant. Howsaver, sha
immediately replaced ihe glucomater-into the
storeje container previously used to hold the
uncleansed glucomater. In addition, the LPN

failed to follow the manutacturer's inetructions
printed on the disinfecting packet for"a 1-minute |
contact fime" to kill many organisms; a two :
minute contact time was required to kill specific
organisms.

a. Review of the facllity's polloy and
procedurs "Glaaning of Glucose Meters,"
effective Jupe 2042, showed the policy and
procedure was changed ".. to reflact bath CDC
and manufacturer recomimendations for
glaaning." Further review showad "Clean the
external surface of the meler alter avery patient
usa...allow meter to air dry...Whanever bleach
wipes are used, the cleaning must be followed by
wiping with & cloth of gauze dampenad with water
to remove residual bleach."

b. Interview with tha Infection contio!
practitfioner {{CP) on 7/24/12 at 4:20 PM revealed
that, even though the new policy stated in hold
latters "Gomplianca with this cleaning change
begins immediately”, the polioy was not yat
official, The ICP conflrmed the policy followad
current CDC guideiines. However, the policy
falled to address the wet contact time required by
the manufacturer.

Reference:

"AP|C position paper: Safe [njection, infusion, and
madication vial practices In haalth care” Ametican
Journal of Infection Control, Association for
Profegsionals in Infgction Control and
Epidemialogy (APIC), Aprll 2010, provides the

F 441
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following Information related to bicod gluoose
monhitoring devices: "Asslgn a glucometar to sach
Individual patient i possible, Glean and disinfect
glucometars i they must be shared belween
multipte patlents. Restrict the use of finger stlck
caplilary bicod sampling devices to Individual
patients. Maintain supplies and equipment. such
as finger stlok devices and gitcomsters, within
individual Inpatient rooms, if possible. Use
single-uge lancels that permanently retract after
punciure, Never reuse finger stick devices and
lancets. [ispose of them at the polnt of use in an
approved sharps contatner, Lancets in a pen
should be removed by mechanical means
{hemosatat) to avoid fingst contact. Thoroughly
claan all visitle scll or crganic matetial (eg,
blood) from the glucometer bafore disinfection,
Disinfect the extarior surfaces of the glucomaler
after each use following the mahufacturers
dirgctions. Use an Envirenmental Protection
Agency-registered disinfectant effeclive against
HBVY, HCV, and HIV or a 1:10 bleach solution {1
part bleach to 9 parts water),

The COC: Frequently Asked Questlons (FAQs)
regarding Asslsted Biood Glucose Monitering and
insulin Administration, March 8, 2011:
"Whenaver possible, blocd glucoge meters
should not be shared. If they must be shared, the
dovice should be cleaned and disinfectad after
every use, per manufacturer's-Instructions. 1§ the
rmanufacturer does not specify how the devioe

should be cleanad and disinfacted then It should |

not be shared.”

2. On 7123112 at 2:48 PM CNA#12 and tralning
nursing assistant #14 tolleted rasldent #53 and
completed appropriate petineal care, Howavar,
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both staff members removed thalr gloves and
completed dressing and transfening the resident,
a process that involved tauching the residant,
hisfher clothes, the sit-to-stand lift, and the
wheelchalr. The stalf washed thelr hands after
gompteting alt resident care,

3. During an observation on 7/23/12 at 2:10 PM,
CNA#2 donned gloves and assisted nonh-sample
resident #70 with perineal care, Whils wearing
the same gloves worn with perineal care, the
(NA then assisted the restdent to transfer from
the hathroom, removed hisfher shoes, and
replaced the resident's oxygen cannula,

4, During an observation on 7/23/12 at 415 PM,
CNA#5 donnad gloves and preformed perineal
tate on non-sample resident #54, The CNAthen
removed her gloves, repositioned the resident,
and ramoved the iift from the room and wiped it
down before cleansing her hands.

According to the facllity's polloy and procedurs,
"Infection Contral Guldelines,” effestive 8/8/07,
"“When providing care/services to all patisnts,
staff will comply with Infaction Control Pollcies
and Procadures, inoluding, but not limited to..8.
Hand Hygiene/Antisepsis,” Review of the policy
and procedure for hand washing, effective
10/1/10, showed indications for hand washing
andfor hand anlisepsle (use of antisaptic hand
wagh or hand 1ub) included "...Whan moving from
a contaminated body sika to a clean-bady site
during patient care,..After removing gloves.”

GOSHEN CARE CENTER
. TORRINGTON, WY 82240
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i3] PROVIDER'S PLAN OF CORREGTION [E5]
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMRLETION
TAG REGULATORY OR L8C |DENTIFYING INFCGRMATION) TAG CROBS-REFERENCER 'T0 THE APPROPRIATE DATE
DEFICIENGY)
¥ 441 | Continued Fram page 33 F 441

This pago left blank infentionally

FORM CMS-266702:99) Previous Veralons Obsolale

Evenl 1D: OBWO11

Fagility 13 Wyop10

If continuation sheel Page 34 of 34

e



